Decline in numbers
In 1958 the DEB figure for anaesthetics was 1 932 370, in 1975 it was 1 056 200 and this figure fell to 373 730 in 1985. The community dental service figures for Sheffield showed a decrease from 2036 in 1975 Scotland, the number of general anaesthetics given in general dental practice and the community dental service nearly halved between 1975 and 1984. The salient reason for this was the decrease in dental caries which has occurred in industrialized countries over the last 15 years5. Fluoride toothpaste is probably the major element in reducing dental decay, but there are a number of other factors which have played a part in the steady decline in the need for general anaesthesia for dental outpatient surgery. There are many causes for the reduction in numbers from about 3 million anaesthetics per year in the 1950s to the present estimated figure of less than 500000. Some of these are longstanding but only gradually effective; others more recent, some of influence, directly, others indirectly.
Improved dental hygiene: fluoride Improved dental hygiene has reduced the extent and severity of caries, and this has followed on from better dental education in schools and probably from the subliminal effects of frequent television advertisements for Consequences of the decline These are the positive clinical reasons why the 'dental gas' has declined in numbers and popularity. Some practical and economic causes stem from these examples. In the last 30 years the numbers ofpatients receiving a general anaesthetic in the Charles Clifford Dental Hospital, Sheffield has declined 6-fold, whilst the number of dental students has doubled. The 0141-0768/89/ consequences are that, not only is it almost impossible for dental students or even trainee anaesthetists to receive adequate instruction, training and practice in the administration of traditional dental anaesthesia, but perhaps more significantly, dental surgeons now qualify with very little experience of extractions of teeth under general anaesthesia, which is a quite different technique from exodontia with local analgesia. In 1985 the General Dental Council (GDC)6 recommended that students should have practical experience in intravenous and inhalational sedation techniques and general anaesthesia and resuscitation but 'students should qualify with full recognition oftheir limitations in these aspects ofpain control which must be recognized as subjects for postgraduate study'.
A recent survey of United Kingdom dental schools7 revealed a decrease in the numbers of patients anaesthetized (mainly for extractions) from 63 732 in 1971 to 29 947 in 1982. Since then, despite a continuing decline in the Metropolis, some dental schools, notably in Scotland, have noticed a rise in numbers so that the yearly total has stayed at just under 30 000. This possibly reflects the decision of the DHSS to stop paying fees for operator administered general anaesthesia from 1 April 1983, and the condemnation of the practice by the GDC as constituting 'infamous or disgraceful conduct in a professional respect' on 8 April 1983. Increases in fees for dental treatment may have maintained the attendance at dental schools. The retirement of a number of expert dental anaesthetists among the older GPs and GDPs plus the reluctance of younger members of both professions to take on 'gas' sessions may have redirected patients to hospitals. The cessation of GA sessions at community dental clinics in Glasgow has increased the numbers of patients anaesthetized at the dental hospital (Braid, personal communication) .
The corpus of knowledge and experience of older anaesthetists cannot be replaced. Senior house officer posts in anaesthesia for dentists attract applicants in England and Wales (but not in Scotland4) but do not provide replacements because very few of them go on to administer general anaesthesia in general dental practice although their expertise is used for sedation8'9. Vocational training in general medical practice does not include anaesthesia, although some GP trainees may have held anaesthetic posts. Some younger partners will learn the art ofthe 'dental gas' by apprenticeship to an older GP with regular sessions, as will some young dentists with older dentists.
Equipment
Dentists, paid as they are by item of service fees, have to buy their own equipment and may be loath to purchase new anaesthetic machines when their return on capital is poor -and reducing. (Ifthere were compulsory testing of dental anaesthetic machines it might speed the decline in numbers of GAs since two studies have shown that there may be gross errors in the delivery of oxygen and nitrous oxide mixtures'0'11.) There is also the cost of ancillary equipment deemed essential for safe management of general anaesthesia, such as monitors and defibrillator. Trainee anaesthetists are taught to carry out a preoperative evaluation, have venous access throughout anaesthesia, monitor the ECG and blood pressure, and to ensure that the patient does not respond to surgical stimuli. None of these desirable standards can be achieved easily in the hurly-burly of a dental surgery or even in some academic units.
Two expanding fields
There are two fields where there may be an increasing demand for general anaesthesia in dentistry; both are more specialized than the routine 'dental gas'. Four quadrant orthodontic extractions in children to prevent overcrowding in the jaw may have become more common due to fewer extractions consequent on less caries. This operation can be carried out in one session under general anaesthesia. However, the trauma of extraction offour adult size molars in 8-12 year old children can produce such a degree of postoperative pain and morbidity that a good relationship built up between the patient and dental practitioner may be undone. Several sessions of local analgesia, with or without sedation, may be a kinder and more humane treatment, even if more time consuming, but this approach is not universally accepted.
The encouragement of daycase surgery and the need to reduce waiting lists, has led to the second possible expan"sion -that is the treatment of impacted wisdom teeth in daycase units in district general and dental hospitals. Fit young patients, who may have to wait for months or years for an inpatient bed, can receive a general anaesthetic within a short time of the initial consultation. This will be administered by a specialist anaesthetist with full monitoring available. Outpatient pre-anaesthetic assessment may be carried out a few days before surgery, and recovery should take place in a designated area staffed by nurses providing postoperative care and analgesia as required. Tracheal intubation of patients for daycase surgery of this nature is increasing.
Conclusions
Parbrook4 predicted the demise of general anaesthesia in community and general dental practice within 10 years and, in Scotland perhaps as early as 1992. This may be unduly optimistic given the natural conservatism of both professions and the fact that fees are still paid. There are still many anaesthetists both dentally and medically qualified who are providing a valuable and efficient service to the community. It seems doubtful that there are sufficient replacements to provide even for a diminishing demand for the service beyond the end of the century. As a practitioner of what has been described as 'the last art form in anaesthesia' the author hopes to retire before his skills become redundant.
